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ABSTRACT
Background Research on patient safety in emergency 
medical services (EMS) has mainly focused on the 
organisation’s and/or the EMS personnel’s perspective. 
Little is known about how patients perceive safety in EMS. 
This study aims to describe the patients’ experiences of 
their sense of safety in EMS.
Methods A qualitative design with individual interviews of 
EMS patients (n=21) and an inductive qualitative content 
analysis were used.
Results Patients’ experiences of EMS personnel’s ability 
or inability to show or use their medical, technical and 
driving skills affected the patients’ sense of safety. When 
they perceived a lack of professionalism and knowledge 
among EMS personnel, they felt unsafe. Patients 
highlighted equality in the encounter, the quality of the 
information given by EMS personnel and the opportunity 
to participate in their care as important factors creating 
a sense of safety during the EMS encounter. Altogether, 
patients’ perceptions of safety in EMS were connected to 
their confidence in the EMS personnel.
Conclusions Overall, patients felt safe during their 
EMS encounter, but the EMS personnel’s professional 
competence alone is not enough for them to feel 
safe. Lack of communication or professionalism may 
compromise their sense of safety. Further work is needed 
to explore how patients’ perceptions of safety can be used 
in improving safety in EMS.
BACKGROUND
‘To err is human’,1 but it can at worst cause 
disastrous results for patients seeking care 
and for the organisation caring for them. 
Therefore, systematic development and 
research are needed to ensure and improve 
patient safety and quality of care. Errors are 
described as being usually caused by faulty 
systems, processes or conditions in the organ-
isation rather than by individual healthcare 
workers, and thus, all healthcare actors, 
including patients, should be involved in 
developing the safety culture in healthcare. 
Global recommendations and guidelines to 
improve patient safety include the patients 
as active team members whenever possible.1–3 
Patients’ experiences of difficulties and 
harms can provide information about safety, 
which is not obvious to healthcare staff.4
The WHO has defined the term safety 
culture as the product of individual and group 
values, attitudes, perceptions, competencies 
and patterns of behaviour that determine 
the commitment to, and the style and profi-
ciency of, an organisation’s health and safety 
management. According to WHO, another 
definition for safety culture is an integrated 
pattern of individual and organisational 
behaviour, based on shared beliefs and values, 
that continuously seeks to minimise patient 
harm, which may result from the processes 
of care delivery.5 When researchers use the 
term ‘patient safety culture’, they define 
sections of safety culture that have an impact 
on patient safety.6–9 Considering this rela-
tionship between safety culture and patient 
safety culture, it is essential to recognise how 
relationship affects the patients’ perceptions 
of safety. In this study, safety in emergency 
medical services (EMS) is explored from 
the patients’ perspective. The EMS includes 
healthcare professionals who respond to 
emergency calls, assessing, treating and trans-
porting patients to healthcare providers such 
as the emergency department (ED).
Safety and patient safety in EMS
By nature, EMS can be considered a chal-
lenging and constantly changing environ-
ment compared with other emergency care 
Strengths and limitations of this study
 ► This study provides knowledge about what patients 
consider important for feeling safe in the emergency 
medical services (EMS).
 ► Detailed, rich information was captured and anal-
ysed of individual patient perceptions of their safety 
during their interactions with EMS.
 ► A limitation is that the interviews were done in a 
small hospital district, which could limit the trans-
ferability of the results.
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settings such as hospitals. The hospital environment 
is especially built for patient care, whereas the EMS 
personnel treat the patients in their homes, in public, 
inside the ambulance or outdoors. Because the environ-
ment is not always predictable in EMS, it could compro-
mise the safety of both EMS personnel and patients. 
Transporting a patient to hospital by ambulance could 
also be a hazardous situation. The risks of traffic accidents 
are known to increase if driving with lights and sirens.10 11 
There is some evidence that safety culture and patient 
and EMS provider safety outcomes are interrelated. EMS 
personnel who reported an error or adverse event (AE) 
evaluate safety culture lower than those who did not 
report an error or AE. Furthermore, EMS personnel who 
reported safety- compromising behaviour evaluate safety 
culture lower than those who did not.12
Otherwise, patient safety studies within the EMS setting 
have mainly investigated AE, mishaps, near- misses, occu-
pational hazards and patient safety or quality of care, and 
these previous studies have mainly focused on the organ-
isation’s or EMS personnel’s perspective and ignored the 
patients’ point of view on safety.13–17 Patient safety from 
the their own viewpoint has mainly been investigated in 
hospital settings, showing that they give valuable insights 
into improving or assessing patient safety.18–20 As the EMS 
personnel sometimes has to work in a challenging envi-
ronment, including risks of driving hazards, there is a 
need to investigate the patients’ perceptions of safety in 
the EMS. Therefore, the aim of this study was to describe 
the patients’ perceptions of safety in the EMS.
METHODS
A qualitative study design with individual interviews was 
used to explore patients’ perceptions of safety in the EMS.
Setting
This study was carried out in Finland, where the hospital 
districts are responsible for organising the EMS. The 
Finnish EMS consists of advanced- level ambulances and 
basic- level ambulances, and every hospital district must 
have at least one EMS officer (operational supervisor of 
the shift, participates in challenging tasks). The advanced- 
level ambulances are staffed with two prehospital nurses 
or one prehospital nurse and another qualified person, 
for example, nurse or other healthcare professional or 
rescue worker. The education level among advanced- 
level prehospital nurses is at least a registered nurse (3.5 
years) with advanced life support education (1 year along-
side the work) or a prehospital nurse (4 years). Basic- 
level ambulances are manned by at least one emergency 
medical technician (EMT).21 22 The EMS officer should 
be an advanced- level prehospital nurse with operative 
leadership education (eg, masters’ degree or 1 year oper-
ational leadership education) and leadership experience. 
The highest educated EMS personnel is always respon-
sible for patient care, but when the patient is assessed as 
low priority, a nurse, EMT or other healthcare profes-
sional can attend to the them during transport.
The healthcare district this study was conducted in 
is eastern Finland and it covers approximately 132 000 
inhabitants. There is one central hospital in the district 
and ambulance services cover an area 6872.10 km², 
including both rural and urban regions. Ambulance 
transports vary between 1 and over 100 km. In 2017, there 
were about 22 100 EMS requests in the area according 
to official statistics. At present (in 2018), there are one 
EMS officer, 11 ambulances, all of them advanced level 
ambulances, and in addition there are two units with the 
assignments to treat and evaluate low- priority patients at 
home. The units have the same equipment as the ambu-
lance and point- of- care devices, but they are not capable 
of transporting the patient.
Data collection and participants
Data collection was undertaken at the central hospital 
ED, where patients are transported by EMS. Data were 
collected via semistructured interviews during a 2- week 
period in March 2018. The interviews were conducted by 
the first author, a prehospital nurse with 20 years’ working 
experience in the EMS, who has not had any professional 
or personal contact with the participants beforehand. 
Purposeful sampling23 was used, aiming to achieve varia-
tion (gender, age, urban/rural area, primary condition) 
among participants without risking patient safety. The 
inclusion criteria were as follows: the patient was trans-
ported by the EMS to the ED after an emergency call to 
the emergency response centre (ERC). The patient was 
assessed as low priority in the ED or the patient was trans-
ported to the hospital as high priority, but the priority was 
assessed as low after treatment in the ED. The patients 
needing urgent treatment in the ED, patients under the 
influence of alcohol (based on ED nurses’ assessment) 
or drugs and interhospital transports were excluded. 
Additional exclusion criteria were being younger than 18 
years of age, incapability of communicating in Finnish or 
presence of dementia, confusion or terminal disease. ED 
nurses identified eligible participants. The first author 
received a list of eligible participants from the ED nurse, 
gave oral and written information about the study and 
asked about participation after patients had received 
their initial assessment and treatment at the ED.
All interviews were performed on weekdays between 
8:00 to 16:00, although some of the interviewed patients 
had been transported to the ED in the night time. The 
first, second and last authors (the first and last authors 
with working experience in EMS as prehospital nurses, 
and the second author with experience as an EMS physi-
cian) together devised the interview questions. The inter-
views started with an open- ended question: ‘Can you 
tell me about your experience of the EMS encounter?’ 
To encourage patients to share their experiences, addi-
tional questions were asked concerning waiting time, 
assessment, treatment, transportation and the handover 
at the ED. The interviews were concluded by asking the 
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patients to describe what made them feel safe or inse-
cure during the EMS encounter. The interview guide 
is presented in online supplemental file 1. The authors 
held multiple discussions during the data collection. The 
interviews lasted between 10 and 20 min. The interviews 
continued until no new information was obtained during 
the interviews. The variations in the interviews started to 
be limited during interview 15, but six more interviews 
were conducted aiming to ensure that no new variations 
would emerge. All the interviews were recorded with a 
digital recorder and transcribed verbatim by the first 
author. All the transcriptions were anonymised. Two of 
the interviews were translated from Finnish into English 
to achieve transparency among all authors participating 
in the study.
Patient and public involvement
The patients or the public were not involved in the design 
and conduct of this study.
Data analysis
An inductive qualitative content analysis was used to 
analyse the data.24 The analysis began after all interviews 
had been listened to and transcribed. The text was then 
read several times to obtain a sense of the whole and to 
identify the patients’ expressions about their perceptions 
of safety in the EMS. The expressions were single words 
or short sentences. The third author, who had no experi-
ence in EMS, but had working knowledge of patient safety 
research, read the transcripts with the aim of increasing 
the reliability of the process and verifying the first phase 
of open coding, in which similar expressions received the 
same open code. The coding was made without using any 
software for analysis. An example of the coding tree is 
presented in online supplemental file 2.
After the open coding, the codes were collected into a 
sheet with other related codes. These coding sheets were 
then abstracted into subcategories, which were grouped 
into generic categories and finally into the main cate-
gory. During the analysis, there was a recurrent move-
ment between the whole and the parts. The authors held 
multiple discussions to ensure the reliability and credi-
bility of the analysis, keeping the balance between their 
preunderstanding and openness to the content during 
the analysis. In every phase, the analysis continued until 
consensus between the researchers was reached. The last 
phase in the analysis was the conceptualisation of the 
results, displayed in figure 1.
RESULTS
In total, 22 patients were asked to participate, 21 of whom 
agreed to participate in the study. One male refused 
the interview without providing a reason. Some of the 
patients had used EMS more than once and for some 
of them, this was a first contact to the EMS. The main 
reason for seeking EMS care was cardiac- related symp-
toms or breathing difficulties, as displayed in table 1. Two 
of the patients did not describe their health problem or 
the reason for requesting an ambulance.
The main category Patients’ confidence in the EMS 
shows that the patients feel safe in the EMS and have confi-
dence in EMS personnel. The patients’ confidence in the 
EMS personnel were divided in two generic categories: 
EMS personnel’s social skills and circumstantial factors 
affecting patients’ care. EMS personnel’s social skills and 
professional competence consist of subcategories equal 
treatment, information, involvement in care decisions 
and EMS personnel’s professional competence. Circum-
stantial factors affecting patients’ care is composed of 
subcategories environmental factors and EMS person-
nel’s driving skills. (figure 1). The generic categories with 
Figure 1 Overview of the categories. EMS, emergency medical services.
Table 1 Description of patients
Female (n=12) Male (n=9)
Age range (mean) 44–91 (74.5) 41–86 (68.1)
Transported from urban area 7 5
Transported from rural area 5 4
Primary condition as patients described
  Breathing difficulties 4 1
  Cardiac- related symptoms 3 2
  Gastrointestinal problems 2 1
  Lower body pain 1 1
  Minor injury – 2
  Neurological symptoms – 2
  Missing data 2 –
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their subcategories are presented below with illustrative 
quotations.
EMS personnel’s social skills and professional competence
The EMS personnel’s social skills and professional 
competence that affected patients’ sense of safety in EMS 
included being treated equally, receiving information, 
being involved in their care and getting professional 
treatment.
Equal treatment
According to the patients, equal treatment and a reliable 
patient–EMS personnel relationship generated a sense of 
safety in the EMS. The patients noted that it is essential 
that the EMS personnel’s behaviour is calm, natural and 
friendly. They expressed that a bit of humour and small 
talk during the care lighten the atmosphere and help to 
create a good patient–EMS personnel relationship.
They didn’t feel like officials. They were like human 
to human. (Pt5)
On the other hand, patients said that they felt insecure 
or that the EMS personnel acted in a condescending way 
when the personnel’s behaviour was rushed, negative or 
too official, or when the personnel lacked communica-
tion skills. The patients also stated that the EMS personnel 
did not always take their concerns seriously and some-
times ignored them altogether. This was reflected in how 
patients described situations where their mental and/
or physical condition created a feeling of insecurity, for 
example, if they had difficulties with breathing, felt lonely 
or had to wait for the ambulance for a long time. Feeling 
insecure because of condescending treatment caused a 
sense of being unsafe among the patients.
Waiting is the worst, especially if you are alone and 
there isn’t anyone with you. (Pt6)
Information
Most patients mentioned that the EMS personnel handed 
over enough information about the assessments, a 
student’s presence, environmental conditions, treatment 
and medication as well as about driving with lights and 
sirens on. In addition, if the EMS personnel had contacted 
the hospital beforehand, the patients expressed that the 
information had transferred to the hospital personnel. 
The patients described that in these situations, their 
treatment in the hospital started smoothly and quickly. 
However, some patients mentioned not getting enough 
information. Usually, the lack of information concerned 
what the EMS personnel has assessed, the assessments 
results or the patient’s medication during care. Even these 
patients maintained confidence in the EMS personnel 
and their professionalism because of the feeling that they 
received help from EMS personnel. Lack of information 
thus had negligible impact on patients' feelings of safety 
in the EMS.
Ambulance personnel interviewed me and they took 
all sorts of assessments and I don’t know all the assess-
ments they took. (Pt13)
Involvement in care decisions
According to the patients, their involvement in care 
decisions varied. The patients’ possibility to affect their 
transport position had an impact on their sense of safety. 
Especially the ones suffering from breathing problems 
stated that they wanted to sit on the seat rather than lay 
on the stretcher even if they were placed in an upright 
position. However, EMS personnel usually ignored this 
wish without explaining why it was not possible. Although 
some of the patients said that they did not have the chance 
to influence how they were moved to the ambulance or 
what position or where to stay during the transport, they 
did not automatically consider it negative.
They didn’t let me walk anymore, they were pushing 
(with the stretchers) the old granny… it sort of gives 
a nice feeling that somebody is still taking care of the 
old granny. (Pt5)
In some situations regarding safety, the patients took an 
active role. For example, they asked the EMS personnel 
to put safety belts on or they asked to reduce ambulance 
speed if they felt that the speed compromised their safety.
I said that at least put the seatbelt on me. If you drive 
off the road, I fly out of here (from the stretchers) 
because I don’t have the seatbelt on. (Pt10)
EMS personnel’s professional competence
Patients stated that EMS personnel’s professional compe-
tence made them feel safe during care. According to 
them, good professional competence means asking 
questions related to their health problems, background 
information about previous illnesses, medication, home 
situation, and so on, and taking assessments and giving 
medication when needed. These factors made them feel 
that the treatment had started immediately and that the 
EMS personnel were interested in their health problem. 
Furthermore, the patients mentioned that when the EMS 
personnel supervised and gave guidance to the student it 
also had an effect on the patient’s perception of the EMS 
personnel’s professional competence. They noted that 
the EMS personnel mainly had good professional compe-
tence from their point of view.
The guys inserted an IV (intravenous cannula) and 
did assessments. Very professional personnel inserted 
the IV into my forearm, so they are very well educat-
ed. (Pt11)
They took care of me and measured my blood pres-
sure and gave me the medication orally and that 
made me feel safe. (Pt8)
However, some of the patients perceived that the EMS 
personnel lacked professional competence, and this 
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affected their sense of safety. This situation occurred when 
the EMS personnel were uncertain of what had caused 
the patients’ health problem or when the patient became 
aware that the EMS personnel had a lack of knowledge, 
for example, when the only solution to the problem in the 
EMS personnel’s view was to transport the patient to the 
hospital. In addition, when the personnel were unable to 
put in an intravenous cannula, the patients interpreted it 
as a lack of professional competence. These factors made 
the patient feel uncertain and unsafe.
They said that they don’t understand, and they 
brought me here (hospital)… they tried to insert an 
IV in my forearm and it failed. (Pt3)
Circumstantial factors affecting care
Environmental factors (eg, road and weather conditions, 
ambulance suspension and conditions inside the ambu-
lance during the transport) and driving skills create the 
circumstances where the EMS patients get treatment. 
These circumstantial factors were highlighted when the 
patients talked about their perceptions of factors affecting 
the care and sense of safety in EMS.
Environmental factors
Environmental factors markedly affect patients’ feelings 
of safety in EMS. They feel that EMS provides an essen-
tial public safety function. Almost all of the patients 
interviewed had some preconceived notions of how the 
EMS works, expectations based on their own perceptions 
or on how the service has been described in the media. 
Quick response times increase their perceptions of safety. 
However, the experience of a quick response time varied 
between the patients. They mentioned that they felt safe 
while the ambulance transported them to hospital. They 
also described a feeling of relief and security when the 
EMS personnel arrived and brought help to them with 
good equipment.
Because I know that every time when I call an ambu-
lance, help is near. (Pt13)
Some environmental issues reduced the patients’ 
feeling of safety or made them uncomfortable. Uncom-
fortable and narrow stretchers and difficulties in getting 
inside the ambulance impair the experience of the care. 
The experience of feeling bad increased if the tempera-
ture was too hot or too cold during the transport. Bad, 
bumpy roads or poor suspension in the ambulance also 
made patients feel worse.
Why did the ambulance have such bad and noisy sus-
pension? Was the road so bad or was it the ambulance 
suspension? (Pt10)
EMS personnel’s driving skills
For the most part, the patients felt that the EMS personnel 
had good driving skills, reflected in ‘smooth and fast 
transportation’ or not driving too fast. Furthermore, if 
the driver took notice of the weather and road conditions 
and adjusted the driving style accordingly, the patient 
had an impression of good driving skills and safe trans-
portation. However, some of the patients felt unsafe and 
insecure if the ambulance’s speed was too high, especially 
if the weather conditions were bad or the roads were slip-
pery or uneven.
It was hailing, they were the size of ping pong balls, 
and other cars had stopped at the roadside but the 
ambulance was going very fast. (Pt10)
DISCUSSION
Overall, the interviewed patients appeared to feel safe 
in the EMS and to have confidence in EMS personnel. 
Clearly, confidence in the care provider is the main factor 
affecting patients’ sense of safety in the EMS. In addi-
tion, medical knowledge and driving skills are directly 
related to a positive sense of safety. However, the EMS 
personnel’s professional competence and good driving 
skills are meaningless in maintaining the patients' confi-
dence if the EMS personnel does not treat them in an 
equal and humane manner. Therefore, EMS personnel 
should become more aware of their social interactions 
and their importance to patients’ perception of safety. 
In healthcare overall and in the EMS setting, it is crucial 
that healthcare workers support patient involvement in 
care decisions and provide relevant information to the 
patients. By seeing the patient as a team member and 
involving them in their care,19 25 the EMS personnel can 
create a psychologically safe environment for the patients. 
Patients then are more likely to talk about their concerns, 
to get an experience of interaction and to feel safe in the 
EMS encounter. In previous research, the Finnish patient 
safety experts stated that trust in the healthcare profes-
sionals and their attitudes towards patient participation 
in general are important, when involving patients in 
improving patient safety.26
In this study, the perception of equality, the possibility 
to get information and the involvement in care deci-
sions affected the patient’s sense of safety in the EMS. 
A previous study27 showed that shared information and 
being treated in a friendly and respectful manner are 
important according to patients. If they feel objecti-
fied by the EMS personnel, this may cause a feeling of 
‘suffering from care’,28 leading to a sense of unsafety. 
Previous knowledge of patient experiences of safety in 
hospital settings18–20 highlights that being treated equally 
is important to patients, and based on our findings this is 
also true in the context of EMS.
In other healthcare settings, researchers establish 
positive associations between the patient experiences 
and patient safety and clinical effectiveness.29 From the 
experiences, valuable information emerged on how to 
improve patient safety and the patient encounter in EMS. 
The EMS personnel’s clinical judgement was important 
when patients described what makes them feel safe when 
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cared for by EMS personnel. On the other hand, some of 
the patients had experienced, especially with driving, a 
situation that could have compromised the safety of the 
patient and the EMS personnel. A previous study reveals 
that EMS users value a short waiting time, confidence, 
professionalism and communication.30 Our study points 
out that these same factors also influence their percep-
tions of their safety. However, in our study a short waiting 
time according to patients ranged from a few to 30 min.
In some respects, our findings are in line with the results 
described in former patient safety culture studies.6–9 The 
categories equal treatment, information and involvement 
in care decisions reflect both the ‘social process’ and the 
‘psychological dimension’7 or teamwork, communication 
and patient- centredness described in other studies.6 8 9 On 
the other hand, the categories EMS personnel’s profes-
sional competence, environmental factors and EMS 
personnel’s driving skills reflect the ‘organisational 
dimension’7 or leadership and evidence- based healthcare 
described in the other studies.6 8 9 Like a study conducted 
in hospital setting suggests,31 error management should 
promote developing a strong safety culture that affords 
the patient a role in promoting safety in their care. Our 
study highlights the gap between what safety means to the 
EMS personnel or the EMS organisation and what kind 
of perceptions patients had safety in the EMS encounter. 
Patient perception of safety in the EMS is not the same as 
actually receiving safe care. Therefore, EMS organisations 
and EMS personnel must continue to develop the other 
safety elements in the EMS.
Furthermore, based on this study and a former study,32 
EMS personnel, EMS organisations and vocational 
training providers need additional knowledge about 
factors affecting patients’ sense of safety in the EMS. The 
EMS personnel require more education to improve their 
social skills and to be able to foster psychological safety for 
the patient. The curriculum in EMS personnel training 
should thus be expanded to include development of 
social skills. Therefore, in the future, it could be benefi-
cial to explore the social factor between EMS personnel 
and the patients by using ethnographic framework within 
observational study.
Study strengths and limitations
It could be a strength or a limitation that the researchers 
had a deep preunderstanding of the research topic. Our 
deep theoretical and clinical experience helps us to 
understand patients’ experiences of the EMS and also to 
put these into a clinical context despite the short inter-
views. However, theoretical and clinical experience could 
also cause a bias via a lack of openness to the subject. 
To reduce this potential bias, we moved back and forth 
between the interviews and the expressions and between 
the categories and the interviews during the analysis. In 
addition, one of the researchers had no experience with 
EMS, but had working knowledge of patient safety, and 
this reduced the risk of bias caused by preconceptions.
The patients were recruited from only one healthcare 
district area, which could reduce the transferability of the 
results. However, patients’ characteristics cover common 
EMS patient groups according to the ERC official statis-
tics, and therefore, it is reasonable to think that the 
results can be transferred to a similar context. According 
to the exclusion criteria, we did not interview high- 
priority patients suffering for multiple traumas or other 
life- threatening conditions or interhospital transfers. 
These patients could have given valuable information on 
their perceptions of safety when EMS personnel must use, 
for example, support equipment and different kinds of 
transfer methods.
The interviews were performed when the patient was 
admitted to the ED. This may also be considered a limita-
tion or a strength: a limitation due to the patient’s expe-
riences of illness, a strength due to their memory of the 
EMS personnel and the EMS encounter being fresh and 
unaffected by other people’s opinions. Because of the 
timing of the interviews, one might assume that the care 
in the EMS was still in the patients’ recent memory. The 
short duration of the interviews may be a limitation and 
may have been caused by the patients’ illness or fatigue. 
It is possible that the short duration would limit the depth 
of understanding.
Even though the interviews were done alone with the 
patient, it is possible that the patients were hesitant to 
openly share their views. There could have been barriers 
to the patients disclosing their concerns caused by, for 
instance, ‘I do not want to be a troublemaker’, ‘I do not 
know how to raise my concern’ or ‘I do not want to harm 
my relationship with members of the medical team’.33 
To reduce these concerns, the interviewer introduced 
herself as a researcher, wore casual attire and informed 
the patient that interviews are analysed anonymously. 
Moreover, we informed the patients that participating 
or withdrawing or anything that they say will not influ-
ence their treatment in the hospital or EMS. Despite 
certain limitations, this study offers valuable insights into 
patients’ perceptions of safety in EMS.
CONCLUSIONS
The EMS personnel’s social interactions seem to be asso-
ciated with patients' perceptions of safety. Thus, more 
attention should be directed to their social skills and their 
ability to create a psychologically safe environment for 
the patient. In addition, this study adds to the knowledge 
about the factors contributing to or reducing patients’ 
perception of safety when attended to by EMS personnel. 
This information is valuable when EMS organisations 
design methods to involve patients in developing their 
safety performance.
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